CASE HISTORY
A man aged 45 reported coldness, numbness and clumsiness of the legs. The symptoms had begun ten months before and had become much worse in the past six weeks. They were exacerbated by neck flexion or use of the hands, which caused electric shocks or pins and needles to go down the backs of his legs into the soles of his feet. He was also aware of an upper thoracic burning sensation in his spine without radiation around his chest. He was otherwise fit and well with no significant medical history other than an appendicectomy and a spontaneous pneumothorax several years previously. His mother had a cerebral metastasis from a medullary carcinoma of the thyroid; his father had angina and benign prostatic disease. On examination he had no abnormalities of the cranial nerves; cervical and lumbar spine movements were good without limitation and there was no spinal tenderness on palpation or percussion. Power, sensation to pinprick, joint position sense, temperature sensation and reflexes in the upper limbs were normal. In the lower limbs, however, there was increased tone and sustained clonus bilaterally with very brisk reflexes and extensor plantar responses. He had normal power in the lower limbs apart from a proximal weakness of flexion at the hips. Joint position sense was absent in the toes and there was a distinct sensory level to pinprick at the third thoracic level (T3) on the left and T4 on the right. A thyroid scan, done because of the family history of medullary thyroid carcinoma, showed increased uptake in imaging, demonstrating increased signal intensity and mottled appearance of the body and the spinous process of the Ti vertebra; extradural cord compression is evident one lobe, thought to be consistent with a benign adenoma. A bone scan revealed increased uptake in the Ti vertebral body and the right 9th and left 10th rib. Magnetic resonance imaging (MRI) showed increase in signal intensity on TI weighted images coupled with a mottled appearance of the first thoracic vertebral body. This was reported as consistent with metastatic disease. There was thecal compression with impingement upon the spinal cord at this level (Figure 1 ). Thyroid function tests and prostate specific antigen were normal. Bence-Jones proteins were not present in the urine. Chest X-rays, including oblique views of the ribs, and liver and renal ultrasound showed no abnormalities.
The probable diagnosis at that stage was vertebral and rib metastases from a primary of unknown origin; vertebrectomy and bone grafting at the diseased level was indicated to achieve neural decompression. At an anterior approach the T1 vertebra was externally normal, but when vertebrectomy was attempted massive arterial bleeding was encountered from the bone. Only partial clearance of the TI body was possible and bone wax and acrylic cement packing was necessary to achieve haemostasis.
Histopathologically, the abnormal bone removed at vertebrectomy consisted of wide thin-walled blood-filled spaces and sinuses lined by endothelium interspersed amongst longitudinally oriented trabeculae of bone. Such an appearance is typical of a haemangioma of bone13. Plain computerized tomographic (CT) scanning through the TI vertebra was subsequently performed and the appearances were typical of vertebral haemangioma. CT scan of the left 8th and right 9th ribs revealed a prominence of vertical trabeculae, which again had the characteristics of a haemangioma (Figure 2 ).
The vertebral lesion was subsequently treated by embolization therapy via a branch of the T5 intercostal artery. After embolization with foam particles, angiography showed obliteration of the abnormal haemangiomatous circulation. Thereafter, both power and sensation in the legs improved rapidly and the patient is now symptom-free. Primary haemangiomas of the bone are usually solitary. In a necropsy study'0, the tumour was single in 66.5% of cases; in 32.8% of cases there were 2-5 lesions and in 0.7% more than 5. There are very few published cases of symptomatic bony haemangiomas at multiple sites. Karlin and Brower2 reported a patient with involvement of spine, skull and ribs, with symptoms resembling those in our patient.
Haemangiomas of bone usually have characteristic radiological features. On plain radiographs a typical striated 'honeycomb' or 'sunburst' appearance is observedl and their resemblance to a metastatic tumour has been remarked before4. In our patient the plain radiographs did not show any specific abnormal changes. Although the MRI showed features compatible with a haemangioma, the bone scan demonstrating 'hot spots' in the ribs favoured the diagnosis of a metastatic lesion.
Embolization is a useful treatment in this condition. In some patients it is sufficient in itself; in others, subsequently requiring open surgery, it helps considerably by reducing operative blood loss.
This case highlights the value of a plain CT scan in difficult cases, in helping to distinguish multiple primary haemangiomas of bone from metastatic disease. A similar error was made on radiographs in a patient from a series from the National Hospital, with fatal results11.
Doctor, there are maggots in my nose Myiasis is a condition in which dipterous fly maggots invade living tissues or body cavities. In human beings, the most common site is the eye. We report the case of a man who sought advice after blowing two small maggots out ofhis nose.
While lying near a swimming pool on the Spanish Mediterranean coast, a man of 64 felt a sudden strike into his nose. Soon after, he developed mild dyspnoea, cough and a sore throat, leading to an acute episode of angiooedema. He was asthmatic, on salbutamol and prednisolone 10mg daily. On admission to hospital he was treated with intravenous steroids and dexclorfeniramine. Blood tests revealed only a leucocytosis (12.9 x 109/L). He was discharged after 24 h. Two weeks later a foreign body sensation remained with sneezing, a constant burning sensation and loss of sense of smell. Attending our department, he brought with him two maggots that he had blown out of his nose.
Rigid nasal endoscopy revealed another two larvae, one in each nostril. These were removed by douching with normal saline. Sinus X-rays were normal. On examination under general anaesthesia, we saw inflammatory changes of 'ENT Department, Queen Elizabeth Hospital, Birmingham Bi 5 2TH, 2ENT Department, Hull Royal Infirmary, Hull HU3 2JZ, UK Correspondence to: Dr F J Uriarte
